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INTRODUCTION. 
During  the  last  ten  or  twelve  years  a  few  writers,  particularly 
French and German observers, have from time to time called attention 
to the existence of a form of tuberculosis affecting various segments 
of the intestinal tube  and characterized by a  variable but  usually a 
considerable  degTee of thickening of the  wall  of the  intestine.  So 
definite and constant is this distinguishing characteristic that the type 
has  been  habitually  referred  to  by  French  writers  as  tuberculose 
intestinaie  ~ forme hypertrophique.  This term, however, appears  to 
me misleading;  the  fundamental lesion is  one of hyperplasi,a, hence, 
the  designation  of  Coquet 1--hyperplastic  tuberculosis--is  certainly 
more correct in a pathological sense. 
An  abstract  of  this paper  was  read  before the New York Pathological Society, 
March 29,  1900. 
1 De  la  vari6t~  chirurgicale  des  tumeurs  c~ecalcs  tuberculcuses.  Th~se de Paris, 
189~. 24  Chronic  Hyperplastic  Tuberculosis  of  the  Intestine 
Ordinarily localized in the ileoemcal region, but likewise affecting 
other  regions  less  frequently,  the  process  effects  a  disease  of  long 
duration, the most conspicuous feature being the more or less extensive 
formation  o£ fibrous  and  tuberculous  granulation  tissue  in  the  im- 
plicated parts.  This is often o£ such a character that the inflammatory 
hyperplasia or "pseudo-neoplasm"  (Benoit) may easily be mistaken 
clinically for tumor-formation of the locality resembling carcinoma. 
A  condition more or less similar has been described in the larynx; 
its clinical presentation is also that of cancer of the part. ~  In serous 
membranes hyperplastic tuberculosis is also observed; the peritoneum, 
pleura,  and  especially the  joints  are  affected in  this  way.  Recent 
studies further show  a  more  or less  parallel  process  in  a  group  of 
cases  diagnosticated as tIodgkin's disease, but which fuller investiga- 
tions have shown to be incited by Bacillus tuberculosis.  For a knowl- 
edge of this form of tuberculous adenitis we are especially indebted 
to the contributions of Weishaupt,  ~  Brentano and Tangl,' Due]ion,  ~  and 
Courmont, Tixier and Bonnet."  In processes of this kind the tubercle 
bacillus and its products induce flbrons hyperplasia rather than casea- 
tion and necrosis. 
~IISTORICAL. 
Since  the  first,  detailed  study  of  this  peculiar  type  of  intestinal 
tuberculosis by Hartmann and Pil]iet' in 1891, it has been the, source 
eJ.  A.  Dol6ris,  Laryngite  hypertrophique ;  tuberculose  et  scl6rose  partielle  du 
ponmon.  Bull.  de la ~oc. anat.  de Paris,  1876,  li,  p. 128. 
Lcrmoyez,  V6gdtation  tuberculeuse  6norme,  formant polype mobile, impiant6e au 
bord  de  la  corde  vocale  droite  et  ~  son  insertion  ant~rieure,  etc.  Ann.  d.  mal.  de 
l'oreille,  du larynx,  etc.,  Paris,  1884,  x, p.  183. 
J.  N.  Mackenzie,  TuberkulSse Tumoren  des Kehlkopfes und der LnftrShre.  Wien. 
reed.  Presse,  1885,  xxvi, p.  473. 
3 Ueber  das  Verhiiltniss  yon  Pseudoleuk~mie  und  Tuberkulose.  Arb.  a.  d. path.- 
anat.  Inst.  zu Tiibingen,  1891-2,  i~ p. 194. 
¢Beitriige  znr  Aetiologie  der  Pseudoleukiimie.  .Deutsch.  reed.  Woch.,  1896,  xvii, 
p.  588. 
Sur  l'~tudc  clinique  et exp6rimentale de la lympho-sarcomatose et de la tubercu- 
lose  hypertrophiante  m~connue  des  ganglions  lymphatiqnes.  Th~se  de  Bordeaux, 
t896. 
6 De  la  lymphad4nie  tuborculeuse  ganglionnaire et visc~rale.  Journ.  de physiol,  et 
depathol,  gdn.~ 1899~ i, p.  826. 
7  Notes  sur  une  varlet6 de typhlite tuberculeuse  simulant les cancers de la r6gion. 
l~dl.  de la Soc.  anat.  de Paris,  1891,  p. 471. August Jerome  Lartigau  25 
of  considerable  interest  and  some  discussion.  To  the  best  of  my 
knowledge the  earliest  serious investigation of this  anatomical type 
begins with these writers, the one investigating the pathological side, 
the  other the  clinical features 0£ the  disease.  True,  a  few isolated 
examples of its recognition may be  found in the literature prior  to 
that date. 
Thus yon Hacker 8 in 1888, Suchier ~ in 1889, and Gussenbauer '° the 
following year had each reported cases  of this nature.  As early as in 
1886 Czerny 1~ is said to have operated on two cases for ileoc~ecal disease 
which proved to be tuberculous; the publication of the reports, however, 
did not take place  until 1890.  Billroth,  18 in 1891, at a meeting of one 
of the Vienna societies,  showed an amputated csecum which had been 
taken  out  supposedly  for  carcinoma;  the  tumor  was  proved  to  be 
tuberculous. 
But  notwithstanding these  earlier  reports,  insistence  upon  certain 
distinguishing peculiarities is  the  credit  of  the  French  investigators. 
The publication of Hartmann and Pilliet in 1891 inspired considerable 
interest in the subject; so that in the following two years papers on the 
same  theme  appeared  by  Obalinski, ~'  Koenlg,  ~'  Le  Bayon,  ~'  Sachs, ~' 
Pollak,  ~  Zahlmann,~:  Vohty,  ~°  Reclus,  ~°  and  several  others.  By  1893, 
s Ueber die Bedeutung der Anastomosenbildung am Darm ffir die operative Behand- 
lung der Verengerungen desselben.  Wien. klin.  Woch.,  1888,  i, pp. 359 ;  389. 
9Beitrag  zur  operativen Behandlung der Coecumtumoren.  Berl. klin.  Woch., 1882, 
p. 617. 
10 Quoted  by  Fink :  Ueber  zwei  Ffille  yon  Resection des Coecums wegen Tuber- 
culose.  _Prag. meal. Woch., 1890,  xv, p.  101. 
11 Uebcr die ehirurgisehe Behandlung intraperitonealer Tuberkulose.  Beitr. z. klin. 
Chir., 1890,  xi,  p.  73. 
13 TVien. reed.  Presse, 1891,  p. 193. 
13Ueber  Laparotomie  bei  innerem  Darmverschluss auf  Grund  eigener  l l0 Ffille. 
Arch. f. klin.  Chit.,  1894,  xlviii, p.  1. 
14 Die stricturirende Tuberculose des Darms und ihre Behandlung.  Deutsche Zeitsch. 
f.  Ghir.,  1892,  xxxiv~ p. 65. 
1~ De la typhlite tuberculeuse chronique.  Th~se de Paris, 1892. 
is Ein Beitrag zur Extirpation des  Blinddarms  wegen  Tuberculose.  Arch.  f.  klin. 
Chit.,  1892,  xliii,  p. 429. 
17 Ein Fall yon Darmtuberculose mit  schwarzem Harn.  .Berl.  klin.  Woch., 1892,  p. 
688. 
is Tuberkules Tarmstricktur ;  resectio intestlni c~eci.  Hospitalstidende,  1892~ 3.  R., 
x,  p.  901. 
19 Tuberkulos Tarmstriktur ;  resectio intcstini ilei.  Hosp~talstidende,  1892,  No. 44. 
so Typhlitc et appendicite tuberculeuses.  JBull. m~d.,  1893,  vii,  p.  587. 26  Chronic  Hyperplastic  Tuberculosis  of  the  Intestine 
Benoit :~  had  been  able  to  collect  twenty-one  such  examples.  Since 
Benoit's monograph ~ considerable number of new and interesting facts 
have been  contributed  by Luzzato,  ~  Delbet  and  Mouchet, ~  Cornil  and 
Marie,  ~'  Tissier,  :~  Coquet,  ~  Pasca,  ~  Koerte,  ~  Courteville,:'  Durante ~° 
Desplats,  ~  Courtillier,  '~  Caminiti  Vinci,  ~'  Nov~-Josserand,  '~  Chavannaz 
and  Carri~re, '~ and  a  few  other  writers.  In  1898  Iti~ ~  had  gathered 
reports  o~ forty-one new  cases  surgically treated,  and  Conrath,  '~ in  his 
paper published  the  same year, mentions  a  total  of eighty-five.  Iti~'s 
thesis is an admirable critique  and presentation  of the  ensemble of the 
whole question;  Conrath's paper contains  the best general discussion of 
the  subject,  particularly  in  its  surgical  aspects.  For  the  most  part, 
all the  cases reported relate to  fleoc~ecal affections. 
It is interesting  to  note how  closely  our  knowledge  of  this  form  of 
intestinal tuberculosis is linked with the  development of surgical inter- 
vention in the ileoc~ecal region. 
The  most  recent  contributions  to  the  subject  have  been  made  by 
s~ Tuberculose locale chronique de la r6gion il~oeceeale.  Th~se de Paris,  1893. 
SSTuberculosi  della  porzione  ileo-cecale  dell'  intestino. Riforma  medica,  1893,  ix, 
pt.  1, p.  795. 
~a Rectite bypertropbique prolifdrante et st~nosante.  Arch.  gJn.  de  todd.,  1893,  ii, 
pp.  513;  668. 
24 Observation de tuberculose du c~eeum simulant un cancer de eet organe.  Congrbs 
pour l'dtude  de la tuberculose  (1893),  Paris,  1894,  iii~ p. 504. 
25 Infiltration embryonnaire de l'uterus, des ovaires  et  des  tuniques  de  l'intestin. 
Bull.  Soc.  anat.  de Paris,  1894,  viii, p. 40. 
28 Op. cir. 
37 Tuberculosi del ileo-c~ecum.  Gazz.  reed. di Roraa,  1894,  xx, pp.  217 ;  385. 
~s Zur  chirurgischen  Behandlung  der  Gesehwiilste  der IleocScalgegend.  1)eutsche 
Zeitsch.  f.  Chir.,  1894-5,  xl, p. 562. 
2~ Tuberculose  avane6e  de  la  valvule  ileo-ccecale;  fistules, typhlite et appendicite 
tuberculeuse.  ,Tour. el.  scl.  m~d.  de Lille,  1895~ ii,  p.  624. 
30 Resezioni intestini per tubereulosi de cieco.  Rift  reed.,  1895,  iv,  p.  616. 
31Tuberculose  pulmonaire  localisde.  Gdndralisation  au pharynx  et/~ tout le tube 
digestif  pendant  le  cours  d'une  fi~vre  typhoide.  Jour.  de sci.  todd.  de Lille,  1896,  i, 
p. 577. 
32 Tubcrculose  chronique  de  l~angle  ileo-ccecal.  JRull. Soc. anat.  de Paris,  1896,  x, 
p.  413. 
a3 Resezione dew intestino per tuberculosi,  Rif.  meal., 1896,  No. 3, p.  112. 
~4 Tuberculose localisde du e~ecum  traitde par  la  simple  laparotomie.  Lyon  todd., 
1896,  lxxxii, p.  154. 
.~s Tubereulose du ccecum, etc.  ,Tour. de mJd. de JBco'deaux, 1897,  xxvii, p. 271. 
3~ De la  tuberculose  intestinale  ~  forme  hypertrophique.  Th~se  de  Montpellier, 
1898. 
3~ Ueber die lokale chronische  Coecumtuberkulose  und  ihre  chirurgische  Behand- 
lung.  .Beitrlige zur klin.  Chit.,  1898,  xxi, p. 1. August  Jerome  Lartigau  27 
Bezan~on  and  Lapointe,  ~  Pantaloni, ~  Monnier,  ~  Claude,  ~  Pozza,  ~ 
Strehl,  ~  Guinard,  ~  Caussade  and  Charrier,  ~  Hatch,  ~  Obrastzoff,  '~  and 
Tuffier.% 
In English literature I  have been able to find but three cases, that of 
Sainsbury ~  in  1892, that  of  Page ~  in  1897,  and  that  of  Lediard ~ 
reported the following year.  Mention  of four cases has been found in 
American  literature--one  by  Beck ~  in  1894  and  one  each  by  Ochs- 
her ~ in 1895, by Senn ~' and by Cumston ~' in 1898." 
REPORT  O~F  CASE. 
The specimen of hyperplastic tuberculosis of the  intestine  ~hich  I 
was able to study is of the highest  interest.  The  length  of gut  im- 
8s La tuberculose intestinale ~ forme hypertrophique.  Presse m$d.,  1898,  i,  p.  265. 
a9 R~section de l'intestin gr~le pour tuberculose intestinale  chronique.  Arch. prov. 
de chit., 1898,  vii, p.  327. 
4o Monnier.  Contribution  £  l'~tude  de  la  tuberculose  intestinale  ~ forme hyper- 
trophique.  Arch. prov.  de m$d.~ 1899,  i, p. 92. 
41 Tuberculose hypertrophique non st~nosante du grosintestin.  Gomptes  rend.  Soc. 
de biol., 1898,  p.  1110. 
48 Resezione dell' ansa ileo-c~ecale  et anastomosi terminale ileo-colica per invagina- 
mento ehronico eausato da tuberculosi primitiva del cieco.  Supulemento di .Policlin- 
ico,  1899~ p. 909. 
43Ein  Fall  yon  ffinfzehnfacher,  zum  Theil  septisehentzfindlicher  Darmstenose 
tubereulSsen Ursprunges.  Deutsche  Zeitschr.  f.  Chir,  1899,  1, p.  4ll. 
44 R~tr~cissements tubercul~ux de l'intestin.  Bull. et m$m.  de ~a Soc.  de chir, Paris, 
1899,  xxv, p.  327. 
46 Un  cas  de  tubereulose  iieoc~ecale  ~  forme  hypertrophique  avec  considerations 
cliniques, anatomiques et therapeutiques.  Arch. g$n.  de todd., 1899,  i,  p. 410. 
46 Tubercular disease of  the c~ecum.  Indian Med.  Gaz., Calcutta,  1899,  p. 43. 
47 Tuberculose d.  Cmcum.  Arch. f.  Verdauungskr.~  1899,  iv,  p. 440. 
48Rdtr~cissement  tuberculeux ~  forme  hypertrophique  de  l'intestin gr~le.  Presse 
m$d.~  1900,  p. 92. 
49 Primary tuberculous ulceration of  large intestine.  Lancet,  1892,  ii,  p. 367. 
60 Tuberculous ulceration of  the c~ecum  giving rise  to symptoms of  disease of  the 
appendix.  Lancet,  1897,  ii, p.  10. 
~l Excision of  the c~ecum for tuberculous disease.  Lancet,  1898,  ii~  p. 408. 
51~ Annals of Surgery,  1894,  xx  T p. 672. 
5~Report  of  cases  of  resection  of  the  cmcum.  Chicago  Med.  Record~  1895,  ix, p. 
113. 
baThe  surgical  treatment  of  intestinal  tuberculosis.  J'ourn.  Amer.  Med.  Assoc., 
1898,  xxx, p. 1195. 
64 Tuberculosis of the c~ecum.  Ann. of Gynec.  and Pediat., 1898,  xii, p. 29, (case iii.) 
55 Since the preparation of  this article a valuable contribution  to the pathology of 
chronic hyperplastic tuberculosis  of  the  eceeum  has  been  made  by T.  R.  Crowder, 
(Amer. Jour. Med.  So.,  1900,  cxix, p. 668),  who reports two new cases, in one of which 
carcinoma of  the cmcum coexisted. T  28  Chronic  Hyperplastic  .  uberculos~s  of  the  Inlesth~e 
plieated  makes  it  tmique  in  the  records  of  this  affection;  and  the 
absence  of distinct stenosis  and of apparent ulceration  of the mucous 
membrane  anywhere  in  the  intestine  adds  further  interest  to  the 
report.  The  atypical  histological  findings  are  so little suggestive  of 
tuberculosis that this side  of the study is particularly rich in interest. 
For the clinical history of the ease I  am indebted te Dr.  J.  L. School- 
craft,  o~ Schenectady,  N.  ¥. 
Clinical  hi~tory.--Simon  S.,  aged  49,  was  in  active  business  until  shortly 
after  the  onset  of his  trouble,  when  failing  health,necessitated  inactivity. 
The  family  history  shows  no  evidence  of  tuberculosis.  When  a  child  he 
suffered  from  some  of  the  acute  infectious  diseases  of  this  period,  other- 
wise  his  health  had  always  been  excellent.  No  history  of  lues,  typhoid, 
or  dysentery. 
In  1895,  about  three  years  before  his death,  he is  said to  have  lost weight 
and  to  have become  gradually  weaker  and  weaker  without  apparent  cause, 
so much  so  that  walking  became  too  fatiguing.  On  the  slightest  exertion 
a  tendency  to  fainting  had  become  manifest.  Coexistent  with  this  loss  of 
strength  there  was  noticed  a  change  in  the  color  of  the  skin;  from  a 
rather  fair  skin  the  color  passed  within  a  year  to  a  dark  brown.  The 
distribution  of the  pigmentation  was  universal,  not  patchy,  most  accentu- 
ated  on  the  exposed  surfaces.  Two  months  from  the  onset  he  began  to 
suffer  from  cramp-like  pains  all  over  the  abdomen,  without  definite  locali- 
zation;  at  times  he  thought  them  most  intense  in  the  right  iliac  region. 
Sometimes  the  attacks  would  last  for  only  five  minutes;  more  often, 
especially  during  the  last  year  of his  sickness,  for  half  an  hour  or  longer. 
For  the  most  part  the  cramps  came  after  irregular  intervals  of quiescence, 
at  first,  not  over  once  a  week;  then  later,  four  to  eight  times  a  day. 
Sometimes  the  attacks  occurred  shortly  after  taking  food,  more  often 
without  any  reference  thereto.  Vomiting  occurred  from  time  to  time, 
being  often  associated  with  the  attacks  of  abdominal  pain.  Pressure  had 
no  effect in increasing  or  diminishing  the  severity  of  the  pain.  With  time 
this  whole  chain  of  symptoms  increased  in  severity.  The  appetite  had 
been  generally  poor,  the  bowels  irregular--alternating  diarrhoea  and  con- 
stipation;  there  was  a  tendency  to  looseness,  however,  during  the  entire 
sickness.  No  mass  was  at  any  time  felt  by  the  patient  in  the  abdomen, 
but  a  sensation  of vague  discomfort  and  heaviness  was  almost  constantly 
present.  Nothing  abnormM  had  been  observed  about  the  stools;  blood 
had  never  been  noticed. 
About  a  year  and  a  half  before  his death  he came  under  medical  observa- 
tion,  when  he was  poorly  nourished,  of slim build,  and  complained  of great 
weakness  and  loss  of  flesh.  About  thirty  pounds  in  weight  were  lost  in 
the  first  year  of  his  sickness.  The  temperature  was  then  normal;  the 
skin  of  the  face  and  hands,  as  well  as  of  the  trunk  and  body  generally, 
was  of  a  deep  brownish  color;  in  no  wise  was  this  patchy  in  character, 
nor  was  the  pigmentation  distinctly  bronze-like.  The  mucous  membranes 
of  the  lids  and  mouth  were  pale  and  free  from  pi~omaentation.  The  chest August Jerome Lartigau  29 
was well  developed, and the heart  and lungs appeared normal.  Examina- 
tion  of  the  abdomen  revealed  nothing,  except  that  on  deep  palpation 
tenderness was  elicited,  seemingly most  marked  in  the  right  iliac  fossa; 
the spleen was not palpable, nor was the liver enlarged.  Superficial glands 
nowhere  enlarged.  Urine  normal.  When  seen  for  the  first  time,  about 
18  months  before  death,  a  diagnosis  of  Addison's  disease  was  ventured. 
Arsenic, cod-liver oil, bone-marrow, and a  very liberal and nourishing diet 
were  prescribed,  and  he  was  sent  to  the  country.  For  three  or  four 
months some improvement took place; he appeared to eat better, increased 
some  in  weight,  and  the  abdominal  disturbances  improved  considerably. 
Then  the  condition  became  more  aggravated,  with  accentuation  of  all 
symptoms.  During  this  time  there was  a  fairly  constant  evening rise  of 
1  to  2  degrees F.  About two  months before death  fainting fits  occurred 
on  the  slightest  exertion,  until  weakness  necessitated remaining  in  bed 
for  the  last  few  weeks  of  life.  Finally,  some  days  before  dissolution, 
symptoms of right-sided lobar pneumonia appeared and he  died December 
31,  1898. 
Autopsy.--January 1, 1900, about twelve hours after death.  The body had 
been injected with embalming fluid containing formalin, hence no  cultures 
were made from the case.  The notes from the protocol arc  as  follows: 
Anatomical  diagnosis  (revised).--Hyperp~astic  tuberculosis  ot  small an~  large 
in.testine;  tobar  pneumonia  of tight  lower  lobe;  o~dema ot  l~ngs;  tuberculosis  of 
adrenals  .and of meaenteric  lymph nodes;  acute  splenic  tumor;  c~o~dy swelling  of 
liver;  slight chronic  diffuse  nephritis. 
Body  160  cm.  long,  sparely  built,  moderately  emaciated.  Rigor  mortis 
absent.  No  cedema  of lower  extremities.  Surface  of  body  universally  of 
a  dark  brownish  color,  most  pronounced  on  face  and  other  exposed 
cutaneous  surfaces.  Nowhere is  this patchy in  character, nor  suggestive 
of bronzing, but is more distinctly like the color produced by  exposure to 
the  sun.  No  pigmentation  of  buccal  mucosa.  Exposed  mucous  surfaces 
pale.  Pupils  moderately  dilated  and  equal.  Post-mortem  lividity  of  de- 
pendent parts.  Subcutaneous fat small in amount.  !Y[uscles of thorax and 
abdomen poorly developed and pale. 
Peritoneal  eavity.--Both layers smooth and normal.  Foramen  of Winslow 
patent.  Congenital  absence  of  appendix.  Omentum  delicate;  omental 
glands not  enlarged.  Diaphragm, right side at  fifth rib;  left side at  fifth 
interspace.  Right  lobe  of  liver  reaches  5  cm.  below  costal  margin; 
stomach not visible. 
Both plenral  cavities  free  from fluid,  and pericardium  smooth, its  cavity 
containing a  small quantity of clear yellow fluid. 
Heart,  small,  distended  with  cruor  clots;  valves  normal.  Just  above 
valves  aorta  shows  diffuse  areas  of  fatty  atheroma.  Both  coronaries 
normal;  myocardium firm,  of  a  homogeneous red-brown color. 
Left lung,  free from  adhesions, pleura  smooth.  Consistence firmer than 
normal.  On  section all  lobes  are  brownlsh-red and  exude  a  considerable 
quantity of blood-stained serum.  No thickening at  the  apex. 
Right  lang.--Pleura  smooth except  over  lower  lobe,  where  it  is  covered 
with fibrin.  Upper lobe  contains a  moderate amount of  serum; lower lobe 
is  solid, yellowish-gray in color, with streaks of brown or black,  and finely 30  Chronic  Hyperplastic  Tuberculosis  of  the  Intestine 
granular.  No  apical  tuberculosis.  Mucous  membrane  of  bronchi  con- 
gested.  Blood-vessels normal.  Bronchial glands slightly enlaxged and  pig- 
mented, free from calca,reous deposits or easeation. 
Liver,  free  from  adhesions, not  enlarged, soft.  Capsule  smooth,  section 
yellowish-brown or red in color, very cloudy. 
Gall-bladder, normal, common duct patent. 
Spleen, free from adhesions, moderately enlarged, firm (due to hardening 
fluid?),  capsule  smooth,  trabeculm  not  increased,  IV[alphigian  bodies 
swollen, pulp increased. 
Kignvys.--Fatty capsule small in amount;  fibrous capsule strips off easily; 
surface  smooth.  Cortex normal in amount;  markings  distinct;  glomeruli 
visible; medulla and pelvis normal.  Uretcrs, normal. 
Pancreas, normal. 
Left  adrenal  glend,  enlarged,  soft,  and  on  section  contains  a  pea-sized 
cavity,  the  walls  of  which  are  of  a  dark  brown  color  and  caseous,  con- 
taining a  small quantity of dark brownish-red fluid of viscid consistence. 
R~ght  adrenal  g~nd,  also  enlarged,  somewhat  firmer  than  normal;  on 
section  shows  a  number  of  diffuse  yellow  areas  suggestive  of  caseous 
material, but firmer in consequence  of calcareous deposits. 
Me,  eentcrie  glande  enlarged  and  caseous;  retroperitoneal  glands,  swollen  to 
twice their usual  size, but in  them no  distinct caseous  areas can  be made 
out. 
Aorta, bladder,  prostate,  oesophagus,  stomach,  tongue,  epiglottis, vocal 
cords  and  larynx,  normal.  Trachea  moderately  congested.  Thyroid 
normal. 
Intestine.--No  adhesions.  A  noticeable  thickening  of  the  wall  be- 
comes  apparent  in the  upper  third  of  the  ileum,  the  change  from  the 
normal  intestine  to  the  thickened  ileum  being  so  gradual  as  to  be 
scarcely perceptible.  Where the  change occurs the intestinal wall feels 
harder,  stiffer,  until  finally  at  the  middle  third  of  the  ileum  the  gut 
becomes  a  cylindrical  tube,  with  non-collapsible  walls  of  firm,  hard, 
resistant tissue.  At a  point corresponding to about the junction of the 
upper and middle thirds of the ileum the wall measures from ~ to 7 ram. 
in thickness.  Passing dowmvard, the thickening rapidly becomes more 
evident,  especially in the  last half metre  of the  small bowel, where  the 
wall  measures  I  cm.  in  thickness.  The  csecum  is  thickened  also  and 
bound  down  laterally to  the  abdominal wall  by  old  fibrous  adhesions. 
Here the thickness of the wall measures  2.7  cm.  The ileocolic valve is 
thickened and rather rigid, and shows no loss of substance.  The ascend- 
ing colon presents  an  appearance  similar to  the  other  thickened  lutes- 
line,  but  measures  not  over  1.2  cm.  near  the  c~ecal  end,  and  at  the 
hepatic  extremity only 0.75  cm.  The  transverse  colon measures  about 
the  same  (0.75  cm.); finally, the  descending colon imperceptibly dimin- August  Jerome  Lartigau  31 
ishes in thickness to the sigmoid flexure, where the bowel again assumes 
its normal proportions.  The rectum is normal. 
On  section  the  thickened  portions  are  resistant  to  the  knife,  and 
grey or whitish in color.  The thickening is  quite uniform in all parts 
of the circumference of the intestine, except in the cmcum, where it is 
most  pronounced  posteriorly;  here  the  thickness  being  fully  1.cm. 
greater than anteriorly.  To the naked eye the walls seem to be largely 
fibrous.  ~No  tubercles  or  caseous  areas  are  visible.  The  hmen  is 
entirely patent at all points, being quite normal in the ileum except in 
the  lower  half  metre,  where  it  appears  reduced  by  about  one-third. 
This  narrowing  of  the  lumen  continues  until  the  transverse  colon is 
reached, whence the diameter gradually becomes more and more normal 
as the sigmoid is approached.  The c~ecum is free and the circumference 
of its  lumen  is  ~3.4  cm. ;  that  of the  ileum  one-half metre  above the 
ileocmcal valve is 7 cm.; that of the ascending colon 9 cm. 
The  mucous  membranes  of  the  duodenum  and  jejunum  are  bile- 
stained  and  smooth  and  normal  in  appearance.  In  the  ileum  the 
mucous membrane seems pale, and everywhere appears free from ulcera- 
tibn.  The  same  is  true  of  the  remaining  length  of  the  canal.  Now 
and again swollen solitary follicles may be seen in the small and large 
intestine; Peyer's patches appear unaffected.  Beginning in the middle 
of the ileum the mucosa becomes thicker and thicker until the ileocsecal 
region is  reached;  in the  c~ecum  and  ascending colon it  appears  about 
the same and thereon becomes gradually normal. 
The most conspicuous feature  of the  mucosa is  the  presence of nu- 
merous papillomatous masses, rather clubbed in form.  They are most 
abundant  in the lower ileum,  c~ecum  and part  of the ascending colon, 
where the  largest attain  as much as 8 mm. in length,  the  average size 
being  about  4  or  5  mm.  They  are  freely movable  but  rather  rigid 
masses of tissue with narrow pedicles.  They appear to be covered with 
normal  mucous  membrane.  In  the  c~ecum  and  ileum  they  are  most 
numerous and quite closely aggregated; in the remaining portions they 
appear more  discrete. 
The peritoneal surface is everywhere smooth without evidence of old 
peritonitis,  and shows  no visible tubercles. 
MicroscoPic ExA~I~_~TIoN.--The tissues were placed in 95 per cent 
alcohol, Orth's fluid, and Miil]er's fluid.  The sections were stained with 
h~ematoxylin and  eosin, picric acid fuchsin, and by Weigert's modifica- 
tion of Gram's stain.  For staining the tubercle bacilli several methods 
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used;  the  procedures  of  Letulle °°  and  I-Iauser ~7  were  also  used  with 
good results.  All of these methods were utilized, particularly with sec- 
tions of the thickened intestine. 
The histological examination  of the various  organs  confirmed in  the 
main the classification of the autopsy findings. 
Sections of the heart showed a  moderate degree of brown atrophy of 
the  muscle;  the  pericardium  and  endocardium  presented  no  change, 
and  the  cardiac  blood-vessels  were  normal. 
The  lungs  were  moderately  emphysematous,  and,  where  not  con- 
solidated, showed considerable cedema with a fair amount of desquama- 
{ion  of  the  alveolar  epithelium.  Few  red  corpuscles  and  leucocytes 
were present.  Sections from the right lower lobe showed complete con- 
solidation by an exndate almost wholly of polymorphonuclear leucocytes; 
a  small  amoun{  of fibrin,  occasional  desqnamated  cells,  some  granular 
material,  and now and  again  a  red  blood-cell made  up  the  remainder. 
On the mucous membrane of the bronchi was a small amount of granular 
material containing a few desquamated cells and leucocytes.  The blood- 
vessels  contained much blood in which  a  distinct  and  marked leucocy- 
tosis, polymorphonuclear in type, was discernible. 
The liver  showed albuminous degeneration, with here and there some 
fatty cells.  The spleen  contained  considerable  blood,  apparently lying 
free between the  pulp  cells; the Malpighian bodies  showed a  lymphoid 
increase,  ttere  and  there  within  the  cortex  of  the  ~idney  tracts  of 
round-cell infiltration  were  apparent,  and  the  cells  of  the  convoluted 
tubules were swollen and granular.  The tufts showed occasional thick- 
ening  of Bowman's  capsule.  In  the medullary portion  a  few areas  of 
round cell infiltration were also detected.  Tubercles were absent. 
Many  sections  of these  organs-heart,  spleen,  lungs,  liver and  kid- 
neys,  but  especially  of  the  consolidated  lung  and  the  kidneys--were 
stained  for tubercle  bacilli, but  none  could be  demonstrated.  In  sec- 
tions of the pnenmonic lung stained by Weigert's method were demon- 
strafed a fair number of small round cocci often in chains (Streptococcus 
pyogenes?),  and here and there among the cells large oval cocci arranged 
in pairs (Microcoecus  lanceolatus ?). 
The adrenals and the mesenteric  lymph nodes presented numerous  tn- 
bercles and areas of caseation.  Here tubercle bacilli were quite abund- 
ant.  The  retroperitoneal  glands  showed  lymphoid  hyperplasia  and  a 
few microscopic tuberc]es.  Tubercle bacilli were present. 
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The submucous tissue of the stomach showed some round-cell infiltra- 
tion which in places  penetrated into the muscular layers.  No tubercle 
bacilli could be  demonstrated within this tissue. 
The  histological lesions  of  the  intestine  are  described  more  fully. 
(See figure in the text.) 
Section of  the ileum  in  its  lower  third,  showing the  histological  features  of  the 
hyperplastic tuberculous intestine in the parts but  moderately  affected.  The  topo- 
graphical and morphological details of  two papillomatous processes are seen.  (I am 
indebted to Dr. John H. Larkin for this drawing.) 
I~TESTI~.--lqaked-eye examination or  study with the hand lens of 
the  stained  sections  of  the  intestine  show  two  distinct portions,  one 
taking the nuclear dye very strongly and including the mucous mem- 
brane and submucosa,  the other staining much lighter and made up of 
the remaining layers. 
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When examined with the low powers the mueosa shows considerable 
thickening, about four or five times beyond the normal.  In some places 
this is more marked than in others; it is most striking in the lower ileum 
and  the  c~ecum.  The  epithelium  generally  shows  little  change;  ill 
places  it  is  covered  with  granular  material  and  broken-down  cells,  or 
some of the  superficial celts are necrotic.  Changes of this nature are, 
however, strictly limited to the surface.  Many sections from the small 
and  large  intestine  were  studied,  but  nowhere  could  any  solution  of 
continuity of the mucous membrane be  demonstrated.  The glandular 
cells  present  no  noteworthy  change.  The  tuniea  propria,  however, 
shows great increase in thickness owing to massive infiltration.  When 
studied with higher powers this tissue is seen to be almost wholly made 
up of closely packed, small round cells, taking the nuclear stain deeply. 
Here  and  there  oval,  very few polyhedral,  and  some  spindle  cells  are 
Sprinkled among the small round cells.  So great is this cellular infiltra- 
tion  that  the  gland structures  have  been  pushed  well  apart;  this  has 
apparently  caused  diminution  of  their  number.  Occasionally  wide 
interglandular spaces may be filled with connective tissue of the adult 
type in which a few round cells may be found. 
The  fibres of the  nmscularis mueosm have  been widely separated  in 
places;  at  some points  the  cellular  strands  pass  directly through this 
layer, having evidently completely destroyed the muscle fibres at these 
points.  On  the whole this layer is but moderately increased in thick- 
ness. 
The  papillomatous  outgrowths noted at the  autopsy present  several 
points  of interest.  They are  directly continuous with  the  snbmucous 
layer and  present  the  same  general  character  of  infiltration observed 
there,  but  the  round-cell  accumulation  is  much  less  intense  and  the 
cellular aggregations more discrete.  They are covered by an epithelial 
layer presenting for the most part the same general features observed 
in that of the intestine  elsewhere.  The number  of unstriped muscle- 
fibre bundles distributed in loose and irregular strands is very striking. 
Just beneath  the  glandular layer the  muscularis  mucos~e may be  seen 
as a narrow strand which contains few round cells.  Generally speaking, 
where  studied in these  ingrowths,  this  muscle  layer is  quite  compact, 
usually considerably less abundant than normal and comparatively free 
from any cellular infiltration.  The more central parts of the papillary 
growths  consist  of  bundles  of  adult  connective  tissue,  rather  loosely 
arranged,  in  which  a  moderate  number  of  round  cells  are  discretely 
spread.  Among  and  between  these  connective  tissue  bands  may  be 
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and compactness.  The distribution is erratic.  Frequently some round 
cells may be seen in these strands, to some extent separating the fibres, 
but  this  is  never  considerable.  No  tubercles,  necrosis  or  giant  cells 
were observed.  As the submucosa is approached the muscular tissue be- 
comes less evident, and the fibrous tissue and round cells become more 
abundant.  The muscularis mueos~e becomes thinner, and is continuous 
with that above the submucosa proper.  The whole process becomes less 
marked as the general level of the intestine is  approached. 
In the submucosa the accumulations of round cells are rather diffuse, 
or compact, often enough massed around blood-vessels.  In some places 
this  cellular increase completely masks  the adult fibrous tissue.  How- 
ever,  this  is  somewhat  irregular;  in  some'  parts,  particularly  in  the 
ileum,  the  increase  of  adult  connective  tissue  appears  to  exceed  the 
infiltration with round cells, and in parts of the cmcum and large bowel 
the  same  is  ~rue.  The  increase  of  round  cells,  however,  is  the  pre- 
dominating  feature  in  almost  all  parts  of  the  diseased  intestine.  In 
places  the  submucosa is  fully five to  eight times  thicker than  normal. 
Tubercles were not found.  True, in some places, cells of an epithelioid 
character, intermingled with round cells were present, but these  ~n no 
wise gave the impression of tubercles or of tuberculous tissue. 
The outer muscular layers of the  intestine present  different appear- 
ances in different parts.  On the whole they are  everywhere thickened 
in  the  affected  portions  of  intestine  in  the  c~eemn  and  colon,  being 
three  to  five times  thicker  than  normal.  In  the  ileum,  on  the  other 
hand, the degree of thickening is variable.  As the cmcum is approached, 
it becomes greater,  and here the  muscular  coat may be  twice as  thick 
as the normal, or even somewhat more.  This thickening is due in part 
to muscular hypertrophy and in part to round-celled infiltration, by far 
the greater part being attributable to increase in the muscle fibres; the 
cellular increase plays but  a  very small part  in this  thickening  of the 
muscle.  Round-cell  infiltration  is  not  present  in  all  parts  of  the  in- 
testinal  muscle;  for instance,  in  the ileum,  except near the  c~ecum,  it 
is  almost  entirely  absent  in  this  zone.  When  present  the  cells  are 
either aggregated in smM], irregular  areas, when the muscle  fibres are 
pushed apart or destroyed, or arranged along the course of blood-vessels. 
No incresse of adult connective tissue was  observed in this layer. 
The  subserosa  is  uniformly thickened,  partly by  diffuse  infiltration 
with round cells  and partly by increased adult  connective tissue.  The 
thickening is in places three times the normal.  The blood-vessels here 
appear  for the  most  part  normal,  althoug  h  often  enough  round  cells 
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round cells  are  present, pass  inward from the  subserosa  as  far as  the 
inner muscle layer, thus separating the bundles of the outer layer to a 
considerable extent. 
The blood-vessels  throughout the different layers are  generally nor- 
mal, but  some  thickening of the  coats  was  sometimes noticeable. 
Many sections from different levels were stained by several methods 
for tubercle bacilli.  These bacilli were present  in enormous numbers 
in  the epithelial layer of the lower ileum, csecum and ascending colon, 
often 20 to 40 in a field (Leitz, oe. 3,  oil immersion 1/12).  Higher up 
in the ileum and in the rest  of the  colon this layer contained only a 
few  or  none.  The  papillomatous  outgrowths likewise  contained  only 
a few bacilli.  In the submucosa tubercle bacilli were present in large 
numbers  in  the  same  regions  in  which  they  were  abundant  in  the 
epithelial  zone.  In  one  section  of  the  transverse  colon  where  the 
infiltration was nnusually great I  was able  to find a  few in the  outer 
muscular layer; here the muscle tissue was gone.  In this situation the 
submucosa was quite free from any, so far as I  could make out.  Many 
short thick bacilli, which readily decolorized  by Gram's method, were 
also  present in the mucous membrane (Bacillus coli communis~.). 
PATHOLOGICAL  ANATOMY. 
Although subject to considerable variations, hyperplastic tllbercu- 
]osis of the intestine presents a fairly definite pathological picture, and 
on the whole exhibits certain features more  or  less  characteristic of 
the process.  The tumor-mass may attain great proportions and bear 
a  striking macroscopic resemblance to carcinomatous disease,  but the 
microscopic  examination  reveals  the  true  nature  of  the  disease. 
The most frequent seat of the affection, as already pointed out, is the 
ileocmcal  region;  the  rectum,  apparently,  comes  next  in  order  of 
frequency.  Instances of limitation of the process exclusively to the 
small intestine are very rare.  For purposes  of distinction and  con- 
venience the pathology o~ the condition is considered in the order of 
its anatomical distribution. 
IleoccecaI Region and Colon.--For the most part located outside the 
true pelvis in t]~e right i]iac fos  sa these hyperplastic masses begin as 
smal]~ more or less circumscribed, well-defined growths, rather nodular 
in  form.  In  its  fullest  development the  disease  pre~nts  a  tumor 
which may attain the  diameter of 8  to  13  cm.  Sachs ~' has  seen  a 
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specimen measuring 10 by 12 cm. in diameter.  5fore often the size 
is much less.  The process implicates the entire wall of the intestine 
in an annular fashion; but exceptions to this have occasionally been 
noted.  For instance,  Richelot ~ has  seen an  example in which the 
growth was situated on the posterior surface of the c~eeum. 
It is uncommon to find the mass entirely free from adhesions and 
movable; more often fibrous adhesions bind it to the abdominal wall 
posteriorly, sometimes to coils of intestine and other surrounding tis- 
sues.  This  may  assume  such  proportions  as  to  render  operative 
interference impossible, as in Koerte's case.  Adhesions to the anterior 
abdominal wall are not the rule.  Occasionally the omentum becomes 
implicated.  This has been observed by Routier ~ and T6denat; '~ or 
again,  as in  Czerny's case,  the ureter  may be  involved by the  im- 
pinging  new  growth,  Coquet  has  described  a  case  in  which  the 
ceecum was adherent to the right kidney by a band of dense fibrous 
adhesions.  In a  case reported by Pantaloni the tumor was adherent 
to the urinary bladder. 
In the c~ecal type the hyperplastie process, as a  rule, is limited to 
the ceecum and immediately adjoining structures.  Rarely, however, 
quite  independently of  ileocsecal involvement, the  transverse  colon 
(Koenig,  Eiselsberg,  Esmarch)  may  a~one  be  implicated.  In  the 
ease reported by  Claude  the  c~ecum  and ascending and  descending 
colon were affected, while  the transverse colon escaped.  In  a  case 
observed  by  Caussade  and  Charrier  the  tuberculous  process  was 
limited  to  the  sigmoid  flexure.  Involvement  of  the  entire  large 
bowel may occur (Pilliet and Thi6ry);~ or,  as in  o~r  own case,  the 
process may affect the greater part of the large and small intestine; 
this is, however, most unusual. 
In the c~ecal type, the tumor formed in great part of fibrous tissue 
infiltrated with  a  quantity  of  fat is  often further  enlarged  by  the 
presence of numerous lymphatic glands, some merely swollen, others 
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chlr.,  1892,  p.  286. 
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actually  caseous.  A  few  instances  of considerable  lymphatic  exten- 
sion  have  been  observed;  i,1  one  as  high  as  the  pancreas; °~  and  in 
another,  reported by Auscher, °' the chain of implicated glands ran up 
along the aorta, reaching finally to the subclavicular group.  Descend- 
ing  glandular  involvement  has  been  noted  in  one  instance;  Coquet 
found the glands in the groin and Searpa's triangle  enlarged in one of 
his cases. 
The  appendix  vermiformis  generally  escapes the  tuberculous  pro- 
cess,  altho.ugh  it is commonly found  embedded in  adhesions.  Some- 
times it presents the ordinary lesions o5 simple tuberculous ulceration, 
caseous abscess, or miliary tubercles,  or it may be almost  completely 
lost in the new tissue and  be represented  only by a  small  finger-like 
cavity (IriS).  Occlusion and dilatation of the lumen have been noted; 
in one case observed by Thi6ry and Routier,  °~ the appendix took part 
in  the  hyperplastic  tuberculous  process.  In  Hartmann's  case  the 
appendix was dilated, z° 
The  most  striking  and  conspicuous  feature  of  the  disease  is  the 
extremely thickened  intestinal  wall,  which  is often surrounded  by a 
fibro-adipose  adherent  mass,  which  sometimes  may  be  peeled  or 
stripped  from  the  intestine  proper.  " Very  far  from  produeing~  as 
in o,ther varieties of tuberculo.us ulceration o.f the intestine,  a thinning 
o5 the walls at this level, this special form is characterized  by a  very 
marked  thickening  of  the  tunics,  and  moreover  there  is  deposited 
around  the  cmeum  a  thick  and  resistant  sclero-adipose  mass  which 
gives the impression  of a  neoplasm"  (Hartmann  and  Pi]liet).  The 
wall  of the  intestine  feels firm,  and  is of a  whitish  or grayish  color, 
occasionally  studded  with  yellow  points  owing  to  the  presence  05 
caseons  tubercles,  and  somewhat  irregular  in  thickness;  here  and 
there  points  05 cieatrieial  contraction  are  apparent.  The  contonr  is 
consequently somewhat irregular,  at other times almost cylindrical in 
form.  The  thickness  of the  wall varies  from  0.5  to  3  cm.  In  one 
instance  reported  by T6denat the  thickness was 5  era. 
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~Tarrowing of the  lumen  at  one  or more places is  almost  constant 
in this class of cases; in most instances this amounts to actual stenosis; 
the  cavity of the cmcum  may be almost wholly obliterated.  In  the 
case reported by Caussade and Charrier and my own, no such stenosis 
was present at or near the ileoemcal valve, where it is ahnost invariable 
and greatest.  The valve itself is increased in thickness and rigid from 
the  growth  of new  fibrous  tissue.  In  a  majority  of  instances  the 
valve  exists  only  as  an  obturating  membrane.  It  may  be  lost  in 
a mass of fibrous tissue, in which a few superficial ulcers with polypoid 
outgrowths are present (Iti6, Obs. I).  The stricture may be annular, 
canalicular,  or  funnel-shaped,  and  is  usually  sufficiently  marked  to 
induce  chronic  intestinal  obstruction  as one  of the  clinical  features. 
It may involve the whole, length of the diseased gut,  but some places 
are  more  contracted  than  others,  especially  the  ileocolic,  junction. 
Occasionally the stricture is almost complete; it may be. such that the 
e~ecum  scarcely admits the  little finger.  ]3ecker °~ states  tha£  in his 
case  water  escaped  from  the  constricted  bowel  only  in  drops;  in 
Suchier's case it was even very difficult to detect the intestinal lumen. 
The stenoses are produced in one of two ways: either by eicatricial 
contraction  of  tuberculous  ulcers  in  the  mucous  membrane  or  by 
hyperplasia of the tissues of the wall; certain polypoid growths, already 
described in the  record of my own case,  also help  such  a  formation. 
lVfultiple  strictures  are occasionally seen:  Frank ~ found two., one in 
the  ileum  and  the  other  in  the  ascending  colon;  and  Czerny  one,  a 
short distance from the valve, in the ileum.  Out of eighty-one cases 
analyzed  by Conrath,  strictures elsewhere  than  in  the  cmcum were 
found seven times.  Whenever the strictures  are multiple,  the inter- 
veiling  port~ons  of  gut  usually  appear  normal,  with  the  exception 
perhaps  of  ulceration,  but  the  lumen  is  here  generally  dilated. 
]3ezangon  and  Lapointe  have  seen  one  case  in  which  four  constric- 
tions  were  present:  one  just  above  the  cmcum,  the  second a£  the 
hepatic  flexure  o~ the  colon,  the  third  at  the  left  extremity  of the 
transverse colon, the last above the rectal ampulla,  lVionnier  reported 
67 Ueber Darmresectionen.  .Deutsche  Zeitsch. f.  Chit.,  1894,  xxxix, p.  148. 
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another  case with multiple stenoses.  Strictures  are not always pres- 
ent,  as is shown by my own case and Claude's (tuberculose hypertro- 
phique non st6nosante  o5 this writer). 
In the cases with formation of ulcers the condition is merely one of 
association of simple  tuberculous  enteritis  with  the  hyperp]astic  pro- 
cess.  Compensatory hypertrophy of the ileum,  often associated with 
dilatation  and induration,  follows as a  result ef the  resistance  to the 
progress  of the  intestinal  contents.  As insisted  upon  by ahnost  all 
who have studied this  class o~ lesions, this  hyperplasia in the wall of 
the  c~ecum is not brought  on by the constriction;  this  is well shown 
by  Caussade  and  Charrier's  case,  in  which  the  e~ecum  was  dilated 
and there was no apparent stricture at any point. 
The  mucous  membrane  always  presents  features  o~  considerable 
importance and interest.  :Early in the disease the mucosa may present 
little change.  It is thickened,  usually studded with ulcers and  some 
tubercles.  These may involve a considerable length ef the colon and 
lower  ileum,  as  in  the  cases  of  Pilliet  and  Thi6ry,  and  Czerny. 
Cases have been reported in which the  mucosa appeared intact  mac- 
roscopica]ly in  well-developed forms  of the disease.  Such  examples 
have been  reported  by Sachs,  Hofmokl,  ~ and  GSschel; TM  in  my  own 
case ne solution in the  continuity of the  mucous membrane  could be 
made out anywhere, although a  careful search was made both macro- 
scopica]ly and microscopically. ~ 
Polypoid and  papillomatous formations  are  striking  features;  they 
vary in appearance according to the cases.  These structures are very 
constant and constitute one of the most interesting  and  characteristic 
of the gross lesions.  They are  very numerous  and  quite  variable in 
size, being longest at the margin  of ulcers.  These  structures  occur, 
on  the  one hand,  in the  form  of small  pedunculated  ingrowths;  and 
on the other hand, instead of these small masses, or often beside them, 
there may be large sessile nodules or true polypoid tumo,rs sometimes 
~  Wien. klin.  Woch.~  1890,  iii, p.  878. 
10 Ein wegen  tubercul5ser  Strictur  resecirtes Darmstiick.  Miinch.  ,ned.  Vvbch.,  1895, 
xlii,  p.  251. 
71 In  Crowder's  case the mucous  membrane  of the hyperplastic  portion  was similarly 
free from  ulceration;  inasmuch  as the bowel  could not  be examined  in all its partsit, 
is impossible  to exclude  ulceration  in the  portions  above or below the section removed 
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reaching the size of a hazelnut (Pflliet and Thi~ry).  They may have 
long, slender pedicles.  The thickened mucosa, in some cases, is simply 
throw~ into transverse folds;  such a  condition has been reported by 
Caussade and Chattier. 
In the midst of the~ ingrowths opaque, white or yellowish white, 
sharply circumscribed areas appear here and there; these are caseous 
loci,  2  to  3  ram.  in diameter,  ordinarily located in  the submucosa. 
These caseous loci,  although visible,  are usually separated from the 
lumen by the layer of glands; but they may also communicate with 
the lumen by a  small craterqike opening.  In many cases such loci 
are altogether absent. 
Ulcers are rarely absent in all portions of the mucosa; if none are 
visible it does not necessarily follow that they are absent; they may 
well be hidden by the folds of the reduplicated mucous membrane. 
The  ulcers  are  of various  sizes  and  forms,  leaving  areas  of  intact 
mucous membrane between them as in ordinary tuberculous enteritis 
with  ulceration.  Sometimes they are  reduced to  mere  crevices in 
the mucosa but  more often they attain  greater proportions  and  are 
usually annular in form.  Occasionally one sees ulcers of considerable 
size and curious aspect. 
Tuberculosis of the mesenteric lymph nodes with or without casea- 
tion is the rule.  A  like  affection of the adrenals,  as in the present 
case, is rare.  Pulmonary tuberculosis is often secondary to the intes- 
tinal lesion in this class of cases. 
Rectum.--For  years hyperplastic  tuberculosis  of the  rectum has 
been  confused  with  syphilis  of  this  viscus.  Recent  studies  have 
thrown considerable light on the whole question.  We are particularly 
indebted to Sourdille TM  for having directed attention in  1895  to this 
form of disease.  Since then T~denat/' Lapointe," and Bezan~on and 
Lapointe have further elaborated the same theme. 
In a general way the lesions presented are similar to those observed 
elsewhere in  the intestine  and  which have  already been  described. 
~ R6tr6cissements  eylindriques  du  rectum  d'origine  tubcrculeuse.  Arch.  gkn.  de 
todd.,  1895~ i, pp. 531 ;  697,  li.  p. 44. 
~3Vide Aul~s, Th~se de Montpellier,  1896. 
~4Lapointc~  Traitement  des  r~tr~cissements non cong~nitaux du rectum.  Th~se  de 
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The hyperplastic process is commonly observed as a cylindrical thick- 
ening  of a  segment  of the  rectum;  caseous masses  are  not  common. 
Tubercles may or may not be present.  The number of cases thus far 
reported  is still  small;  in  1897  Lapointe  had  succeeded in  collecting 
but nine  reports. 
Small Intestine.--Hyperplastie  tuberculosis  of the  small  intestine 
is  rare.  Here  it  is  not  so  often  a  question  of  those  large  tmnor 
masses,  so  easily  mistaken  for  carcinoma;  the  growth  is  ordinarily 
more  limited  and  less voluminous.  Nevertheless,  the  other  features 
of  the  pathological  and  clinical  pictures  are  present;  even  com- 
plete  stenosis  has  been observed.  Although  the  lesion  of the  small 
intestine  may exist without cmcal disease, it is oftener found that tile 
two are  concomitant.  In  a  few instances,  however, the  hyperp]astic 
tuberculous  disease  has  been  confined  to  the  i]emn,  the  part  near 
the cmcal end being affected. 
In a case reported by Guinard,  there were four stenoses; the bowel 
was thickened, and the lumen "dilated  to the point of resembling the 
stomach."  Perhaps the best example of the limitation of the affection 
to the small intestine  is that reported by Pant aloni,  where the  ileum 
was affected for a  distaaee of 1'2  era.,  the  calibre  of the bowel being 
reduced by one-half. 
When  the  stenosis is  marked,  the  portion  of intestine  above  this 
point  is  apt  to  show hypertrophy  of the  muscle  tissue,  and  possibly 
some  dilatation.  Below  the  stricture  atrophy  and  thinning  of  the 
walls may occur. 
Mie~oseoPm  L~SIOXS. 
These are essentially an admixture of purely tuberculous and simple 
inflammatory lesions.  The picture necessarily varies much according 
to the anatomical distribution of the lesions and the character of tissue 
changes induced by the tubercle bacillus or its products, and secondary 
infections. 
The  mucous  membrane  presents  diverse  alterations,  according  to 
the place examined.  It is usually much thickened, sometimes measur- 
ing  as  much  as  1  em.  The  epithelium  when  preserved  is  usually 
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ing properties.  Elsewhere losses are perhaps  apparent.  The glands 
of  Lieberkiihn  are  absent  when  ulceration  exists,  rarely  in  other 
places.  ~any  of  the  cells  may  have  undergone  mucoid  or  cystic 
degeneration. 
The  papillomatous  outgrowths  of the  mucous membrane  are  cov- 
ered  with  epithelial  tissue,  which  has  been  thickened  by  round- 
cell  infiltration.  Tubercles  may  be  found  in  them  or  in  tile  sub- 
mueosa at their base.  These polypoid masses are generally continuous 
with the submueosa, which is often densely sprinkled with round cells; 
in some specimens the tissue is largely  of the  adult  connective-tissue 
type.  Unstriped muscle tissue may be present in abundance. 
The tuniea propria is likewise considerably thickened,  sometimes as 
much as four, five or mere times beyond the normal.  This is due to 
the same character of cellular infiltration.  Sometimes tubercles may 
be  found  here.  The  muscularis  mucosse may  be missing  here  and 
there where  ulceration has penetrated  to the submucous layer.  The 
muscle fibres are often widely spread apart  or even destroyed by the 
infiltration  of new cells.  The thickening is most apparent in the sub- 
mueosa where the fibrous increase is very marked.  Pilliet states that 
it measured  1  em.  in his specimen;  in my own the  increase  was also 
very marked.  The  cell  infiltration  is  by no  means  uniform  in  its 
distribution or histological characters.  There is often definite patchy 
infiltration  with  intervening  areas  of less invaded tissue.  The  cells 
are  mainly  of the  round  type;  but spindle  cells and  much  basement 
substance  are  likewise  frequently  to  be  observed.  The  wealth  of 
blood-vessels occasionally seen has been studied particularly by Pilliet, 
and more recently by Chavann:az  and Carri~re.  The latter observers 
have also noticed the presence of small h~emorrhages. 
Tubercles and feel of tuberculous granulation tissue may be present 
in the mucous membrane;  when present they are never very numer- 
ous.  The majority of tubercles are found in the submucosa.  Some 
may  be  caseous,  with  giant  cells  and  round  cells;  more  often  the 
tubercles  are  mere  aggregations  of  lymphoid  cells  in  which  one  or 
more  giant  cells may  be seen.  Epithelioid  cells are  usually  absent. 
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be  appreciated  by  the  naked  eye.  Many  show  little  tendency  to 
necrotic  change;  a  distinct  tendency to fibrous transformation  is,  on 
the other hand,  apparent.  The typical histological features of tuber- 
cle tissue  are  often absent;  in  lieu  thei"eof there  may exist a  diffuse 
embryonal  cell  infiltration,  at  times  capable  of  simulating  sarcoma 
(Pilliet);  Courtillier  applies  the  name  "lymphoid  tuberculosis"  to 
the  same  condition.  In  my  specimen  this  appearance  was  well  re- 
produced ~n  many  portions. 
The muscular coat participates in the general  thickening,  but to a 
less  degree  than  the submucosa.  The  muscle fibres  may be widely 
separated  by considerable  cell infiltration,  the  latter  located particu- 
larly around  the  blood-vessels.  Occasionally tuberculous tissue  may 
be seen in  the  muscular  layers.  ]~outier  states  that  the  thickening 
in his specimen was due largely to caseous infiltration  of these layers. 
Disappearance  of the muscle fibres has been obscrv.ed in  one case by 
t~ezan~on and Lapointe. 
The subperitoneal layer is formed of fibrous bands in which blood- 
vessels may be seen showing more or less periarteritis and endarteritis : 
loci  of  round  cells  are  observed  in  places.  It  is  particularly  this 
fibrous  increase  which  accounts  for  the  rigidity  of  the  intestine  in 
some instances.  ~ow and then tuberculous loci may be seen, as well 
as some adipose tissue.  ~Iueh round-cell infiltration  may be present 
without any definite tubercles  (Pilliet and Thi6ry).  The histological 
findings in my own ease confirm this  statement. 
The serosa shows few changes in most instances,  although in I-Iart- 
mann and Pilliet's ease it was four times as thick as the mueosa. 
~-~[ost observers  agree  that  the  tubercle  bacilli  in  the  tissues  are 
scanty; sometimes they may, however, be very abundant,  as in Caus- 
sade and Charrier's  case and in my own.  In my specimen the bacilli 
were limited mainly to the  inner  layers,  being most abundant in the 
submncosa; a few were present in the tunica propria.  ~one could be 
demonstrated in the subperitoneal layers or serous coat. 
ETIOLOGY  A~D  PAT:KOG:ENESIS. 
Knowledge of the etiological factors concerning hyperplastic tuber- 
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in  a  certain  amomlt  of  obscurity.  Certain  diseases  have  been  re- 
garded as having served as predisposing factors.  Thus typhoid fever, 
the enteritides  of infancy,  and  dysentery are  supposed to be particu- 
larly  concerned  in  this  way.  Whether  or  not  they  are  to  be  held 
more  responsible  than  some  other  diseases  which  lower the  general 
vitality of the individual is debatable; at all events, future and more 
extended studies alone can decide this  point.  The  evidence  at hand 
scarcely justifies the conclusion that such a relationship is indisputable. 
Sex evidently plays a  less important  rSle  in favoring the  develop- 
ment of the  disease  than  Benoit  7~  supposes.  This  observer believes 
that the disease.is more common in women, but Iti6's figures of a total 
of 71  collected cases show 40 men to  31  women.  Gonrath  out of a 
total of 77 cases, found 36 men and 41 women.  The influence of sex, 
then,  does not seem to  be very definite.  The  middle  period  of life 
gives th  e greatest number of cases.  ~6 
Occupation  may  have  some  influence,  for  instance,  such  as  may 
lead to frequent traumatism  of the right iliac region; toc much stress, 
however, should not at present be laid on this point. 
The fact that pulmonary tuberculosis was often absent in this affec- 
tion,  or  when  concomitant  usually  secondary  in  point  of time,  was 
noted by those earliest interested  in this  subject.  This  and  the  fre- 
quent  limitation  of  the  process  to  the  abdominal  viscera  naturally 
suggested the primary nature  of the intestinal tuberculosis.  Further 
investigation has shown this to be, apparently true for a certain number 
of  the  observed  cases.  But  even  when  the  clinical  history  seems 
clinching  enough  in  this  respect,  the  autopsy  often  shows  "healed 
tuberculosis"  of the lung.  For this reason some writers do not con- 
cede the  primal  intestinal  origin  of the  tuberculosis,  but regard  the 
bowel lesion  as  always secondary to  some  old  focus  in  the  lung  or 
~5 Tuberculose  ileo-c~ecale  chronique;  son  traitement  chirurgical.  Gaz.  des  hSp., 
1898~  pp.  357,  385. 
~  Crowder,  (loc.  cir.) gives the  following table : 
Age.  Male.  Female.  Total. 
1  to 10 ............  0  0  0 
11 to 20 ............  4  7  11 
21 to 30 ............  10  14  24 
31 to 40 ............  19  10  29 
41 to 50 ............  3  6  9 
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elsewhere.  Such authors think that the occurrence of the form with 
subperitoneal hyperplasia further reinforces their interpretation;  they 
regard  this  type as surely indicative  of a  h~ematogenous origin.  As 
a matter o5 fact such metastasis is noto.riously rare in blood infection. 
Conrath  assumes that  a  revivescenee of latent  tuberculosis in mesen- 
teric  glands  contributes  to  the  peritoneal  infection;  and  thence  by 
extension the subserosa becomes invaded. 
So far as I  can see, the case which I have herein reported is definitely 
one  of  primary  intestinal  origin  in  the  adult.  Not  only  were  evi- 
dences of pulmonary tuberculosis entirely wanting,  but the character 
of the visceral  tuberculosis in the  abdomen tends  further  to  confirm 
this view." 
Primary intestinal  tuberculosis is  very rare,  and particularly  so in 
the  adult;  the  investigations  of almost  all  pathologists  dearly  show 
this.  A  discu~ion  of it,  however,  is  foreign, to the  purpose  of this 
paper.  }'or the same reason any etiological consideration of the facts 
relating  to. intestinal  tuberculosis in general  has  been omitted. 
Simple  ulcerative  enteritis  or  colitis has  been  regarded  as  an  im- 
portant  feature in the early genesis of the disease.  Iti6 has particu- 
larly  insisted  upon  this  pohlt.  In  his  opinion  the  tubercle  bacilli 
more  readily implant  themselves upon the  mucous  membrane  under 
these conditions, and little by little transform an inflammatory process 
of a simple nature into one of a tuberculous character.  The belief of 
tIartmann,  Pilliet~  and Benoit that secondary infections induce some 
o5 the changes described and  contribute in some measure to the pro- 
duction of the lesions met with in this class of cases, it seems to me, 
will  in  time  receive  confirmation  in  the  results  of investigations  in 
this direction.  The extent to which these factors may be regarded  in 
the pathogenesis of the  disease is uncertain;  they probably represent 
only two o~ the many classes of conditions which one might conceive 
to be of similar  significance.  That previous ulceration is not always 
necessm  T  is shown by the case of Kirkoroff '~ and my o~ul; in neither 
17 The  first case reported  by Crowder,  (loa.  eft.,  p.  671),  may belong  to  this class ; 
however,  as no  post-mortem  control exists  for this case objection may very properly 
be raised  to  its acceptance  as  such.  Clinical  signs, alone,  invite too  many errors to 
be accepted in this consideration. 
7s Kirkorofl:  Tuberculosc  de l'intcstin.  Arch.  fusses de path.,  Oct.  1898. August Jerome  Lartigau  47 
of these two cases was any solution of continuity demonstrable.  In 
the case reported by me this was true for both the naked eye exami- 
nation and the microscopic study.  It is quite true that although no 
such solution could be established, one or more minute losses of tissue 
might exist and escape detection.  But the passage of bacteria through 
the apparently uninjured mucosa is not wholly inconceivable; experi- 
mental investigations by Dobroklonski T. and  the writer have  shown 
that tubercle bacilli might easily enough traverse the healthy mucosa 
of the intestine of rabbits (leaving it, as far as the most careful studies 
show, intact) and incite tuberculosis of the mesenteric glands. 
The frequency with which the lesion is localized in the c~cum and 
rectum is probably explicable by the fact that stasis is favored in these 
regions, giving opportunity for implantation of the tubercle bacilli on 
the mucosa. 
The  chronicity  of  the  disease  and  low  grade  of  inflammation 
observed have been explained in various ways.  For my own part I 
interpret  the  phenomena by  assuming an infection with  attenuated 
tubercle  bacilli.  Whether  this  is  brought  about,  as  ttartmann  be- 
lieves, by the intervention of secondary infections, is difficult to say. 
[  fancy, however, that  these invasions,  when they occur,  may hate 
more to do with the production of simple inflammatory lesions than 
with  an  attenuation  of the  tubercle bacilli.  The small  number  of 
bacilli present in the tissues has also been held to explain the chronic 
course of the process. 
It is possible that bacilli of low virulence and elaborating but small 
quantities  of  toxic  material  irritate  the  tissue  only  sufficiently to 
stimulate fibrous hyperplasia, the irritant being insufficient to produce 
necrotic lesions.  I  certainly think that there is evidence for this in 
the case of the tubercle bacillus and Bacillus pyocyaneus. 
Although the process is a remarkably slow one, progression finally 
leads  to  tumor-formation  with  resulting  intestinal  obstruction  in  a 
large proportion of the eases; from this the patients sink gradually to 
the fatal issue, unless surgical intervention is invoked.  In others in 
which no stenosis is  present some  terminal infection usually carries 
the patient off. 
~9 De la p~n6tration des bacilles tuberculeux dans Porganisme ~ travers la muqueuse 
intestinale.  Arch.  de todd.  expdr, et d'anat, path.,  1890,  ii, p. 253. 48  Chronic  HyperpIastic  Tuberculosis  of  the  Intestine 
Abscess formation is not common; fistulae  have been present in  a 
few cases.  Extension of the tuberculosis to  the peritoneum is  simi- 
larly  rare.  Whenever  the  disease  progresses,  it  is  by  way  of  the 
lymph channels rather than by the blood current. 
SYMPI'O~.~TOLOGY. 
Wide  variations  in  tile  clinical picture  are  met  with  in  different 
cases, determined largely by the location of the tumor-mass and the 
point  of stenosis.  The  symptomatology o.f hyperplastic tuberculosis 
of the small intestine and i]eocsecal region will be considered separately 
from that of the rectum~ the clinical features of the process in these 
situations being sufficiently distinct to  permit of separate  treatment. 
Hyperplastic  Tuberculosis  of  the  Small  Intestine  and  Ileoca~cal 
Region.--The  onset is indefinite; sometimes it seems to follow some 
acute disease in which intestinal lesions were present, such as gastro- 
enteritis,  dysentery,  or  typhoid  fever.  The  earliest  symptoms  are 
generally referable to the gastro-intestinal canal: dyspepsia, vomiting, 
and some pain in the abdomen.  Abdominal pain is one of the most 
constant symptoms at the outset, sometimes coming on after the taking 
of food,  but  usually independent of such.  Colicky  pains,  with  or 
without  vomiting,  may suddenly attack  an  individual ia  apparently 
good health.  The abdomen may be tympanitic, with tenderness most 
noticeable  on  the  right  side;  shooting  pains  through  the  thighs 
(Bouilly) may also be present.  Later,  or perhaps  concomitant with 
the gastric  derangement, attacks of diarrhoea and constipation  often 
alternate, with varying prominence of the one over the other; early in 
the disease the former is the rule until stenosis develops.  Persistent 
diarrhcea, in  some cases without  constipation  at  any time, has  been 
observed (Pilliet).  Constipation may be the only symptom from the 
start until the disease is well advanced.  When marked, mechanical 
obstruction has probably already occurred.  Hand in hand with the 
development of these symptoms there will be noticed loss of strength 
and  weight,  and  often  a  slight  evening  rise  in  the  temperature. 
These may be the only symptoms in the early part of the disease or, 
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The intestinal  discharges  present no characteristic  features;  at one 
time they may be quite normal,  at another glairy and mixed with pus. 
:Melmna has been observed in some cases.  Icterus has also been noted 
in  one case  (Coquet). 
With time the abdominal crises become accentuated  and the weak- 
hess  very great.  Some  patients  suffer from  recurring  colic,  accom- 
panied by vomiting and constipation.  The area of greatest tenderness 
is  often  the  right  iliac  fossa.  ]Vfe~eorism is  common  during  these 
attacks. 
So far as I  know, my case is the  only one in which pigmentation 
of the skin has been observed; whether or not this is due to the adrenal 
affection,  it  is  di~cult  to  say.  A  similar  grade  of adrenal  tubercu- 
losis, in my experience, is often seen without any such pigmentation. 
The clinical  picture  in the  early phases  of the  trouble is often so 
indefinite  that  diagnosis  is  impossible.  As  the  disease  progresses 
during  months  or  years,  other  symptoms of  a  more  definite  nature 
make  their  appearance.  :By  this  time  signs  referable  to  intestinal 
obstruction will usually draw attention to the abdominal lesion. 
With the symptoms of obstruction a mass is generally noted at the 
point of involvement, which is usually in the right iliac fossa.  From 
this  time  on the  clinical picture is more and  more definitely tha£  of 
chronic  intestinal  obstruction,  such  as one finds in  carcinoma  of the 
same parts.  This  is too well  known  to necessitate  reiteration  here. 
If  not  already  present,  pulmonary  tuberculosis  may  develop  as  a 
complication. 
Physical Signs.--Inspection of the abdomen may show more or less 
distension--a  condition  associated  at  first  with  the  abdominal  crises 
but later becoming permanent.  When there is much pain the abdo- 
men may be contracted.  The skin is usually normal.  Exceptionally 
the size of the mass is sufficient to be seen on inspection; thus T~denat 
reports  one instance  where it was as  large  as a  foetal  head.  A  few 
cases show fistulous tracts, located most often in the right iliac region; 
openings of this kind may be found also in the  vicinity of the  anus. 
]~enoit  speaks  of the  occasional  occurrence  of  an  infiltration  of the 
abdominal wall in this region with ulcerating fungoid growths,  simu- 
lating  sarcoma. 
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Tenderness is generally elicited by palpation  wherever the growth 
is  situated.  Whe=  localized  in  the  c~ecum  the  limits  of the  tumor 
appear definite enough below and externally; below, the mass appears 
to terminate just above Poupart's ligament;  laterally it lies just within 
the  iliae  crest.  It  rarely  extends  to  the  median  line.  Above,  the 
termination  may be abrupt;  or the  growth  may continue  as a  cylin- 
drical  mass  running  up for some  distance.  Sometimes the  decrease 
in size is very gradual.  Esmarch,  Koenig and  Eise]sberg have  each 
reported a  case in which the upper limit was felt in the region of the 
umbilicus; here, however, the transverse colon was the seat of disease. 
When the abdominal  muscles are lax the growth may be felt as a 
firm, nodular  mass, in which one can often with  difficulty get lateral 
movement.  The anterior abdominal wall, on the other band, may be 
freely moved over the fixed growth. 
:Percussion  signs  are  very  variable  and  unreliable.  Dullness  is 
usually present  directly  over the  minor;  but  sometimes  the  note  is 
tympanitic.  In  women  vaginal  examination  may or  may not  be  of 
value; rectal examination is often more satisfactory. 
Rectum.--In  its  advanced  form  hyperplastic  tuberculosis  of  the 
rectum presents symptoms analogous to these of other rectal stenosing 
diseases.  H~emorrhages from the rectum have been noted in a  large 
proportion of the cases.  They may appear from the very start, when 
the very earliest symptoms of inflammation begin.  The bleeding may 
occur at defecation,  or in the intervals.  The  blood is pure  or mixed 
with  mucus.  As the  disease progresses the  rectal  discharges  change 
in character; instead of blood, a thick, glairy material is passed.  :Pain 
and  a  burning  sensation  in  the  rectum  are  common.  Diarrhoea  is 
sometimes present.  At a  later  stage pain  and  tenderness  are  devel- 
oped between the  anus  aud  coccyx; the  sphincter  ani  becomes con- 
tracted,  and the rectal mass is covered with many soft., pedunculated 
or sessile vegetations which bleed very readily.  In the early stage of 
the affection, Iti~ lays a good deal of stress upon the presence around 
the  anus  of small  bleeding tumors  of uncertain  nature. 
After  a  period  extending  over  months  or  years  signs  of  stenosis 
develop.  Greater  and gTeater mechanical  obstruction to the passage August Jerome  Lartigau  51 
of f~eces is offered, and the clinical picture resembles that of syphilitic 
or malignant disease of this part.  •erianal  abscess  and ulceration are 
sometimes formed.  Examination per rectum is always painful.  One 
or another of the divisions of the rectum may be the seat of the lesion; 
most often the last part of the rectum is the portion involved.  The 
diminution of the lumen  may be so great as not to permit introduction 
of even a  sound.  The  entire circumference of the rectum is often 
thickened. 
TREATMENT. 
In the light of recent knowledge concerning ceecal disease, it seems 
reasonable to  conclude that  most  of the resected cases  of cancer of 
this region reported without careful microscopic examination as cured 
were  instances  of  hyperplastic tuberculosis.  The  treatment  of the 
condition  is  obviously  surgical;  extirpation  o~  the  diseased  tissue 
promises good results in a fair proportion of cases.  Nov~-Jos~serand 
reports a recovery following simple laparotomy.  Those interested in 
the surgical phases of this subject, including operative technique, may 
be referred especially to Iti~'s thesis and the articles by Benoit  and 
by Conrath. 